INTRODUCTION
Oral candidiasis (OC) is the most common opportunistic infection seen in HIV-infected children (RAMOS-GO- MEZ, 1999 ; PORTELA ET AL., 2000; SANTOS ET AL., 2001 ) and it is presented as pseudomembranous and erythematous candidiasis, and angular cheilitis.
Linear gingival erythema (LGE), which was formally referred as HIV-gingivitis, is the most common form of HIV-associated periodontal disease in HIV-infected population. It is considered resistant to conventional plaque-removal therapies, being considered, nowadays, a lesion of fungal etiology (RAMOS-GOMEZ, 1999; LA-MSTER ET AL., 1998; HOLMSTRUP & WESTERGAARD, 2000) . It is characterized by a fired, linear band 2 to 3 mm wide on the marginal gingival accompanied by petechiae-like or diffuse red lesions on the attached gingival and oral mucosa, and may be accompanied by bleeding. The prevalence of this lesion varies widely in different studies, ranging from 0 to 48% (RAMOS-GO- MEZ All children had definitive diagnosis for HIV infection confirmed by 2 positive ELISA tests and 1 positive Western Blot. The examinations were performed by a single trained pediatric dentist, after, supervised toothbrushing with fluoridated toothpaste, followed by topical fluoride application (2.0 % sodium fluoride).
Intraoral exam revealed the presence of a linear gingival erythema and the lesions from all children were resistant to conventional plaque-removal therapy ( Figure 1 ). Other oral manifestations found in all patients were bilateral submandibular gland enlargement. Patient 1 presented pseudomembranous candidiasis in the jugal mucosa and dorsum of the tongue, while patient 3 presented erythematous candidiasis in the hard palate mucosa.
3; D -patient 4; E -patient 5; F -patient 6.
All data regarding patient's personal information, medical history and laboratorial exams (the closest ones to sample collection) such as immunological and clinical classification (CDC classification), percentage of CD4-positive cells and viral load were collected from their medical records (Table 1) . Other orofacial lesions associated to HIV-infection, as erythematous and pseudomembranous candidiasis and hairy leukoplakia, are considered markers for immunossuppression and AIDS (KATZ ET AL., 1993; GLICK ET AL., 1994; PORTELA AL., 2002). The present case also revealed that all patients who had LGE presented severe signs and symptoms of immunossuppression, which may suggest that, this lesion might be considered a prognostic indicator of HIV-infection.
The patients were referred to their clinicians, once they would be able to prescribe the most appropriate antimycotic treatment, because some antifungal may have a cross-reaction with some antiretrovirals. One example is the metabolism process for elimination of ketoconazole and AZT (zidovudine), which is dependent on cytochrome-C cellular system, unabling the concomitant prescription of both medications.
The oral examination is an essential component for early recognition of disease progression, once many oral lesions may occur as one of first clinical signs and symptoms of HIV-infection in pediatric population. The findings of this case report may suggest that the presence of linear gingival erythema lesions might be considered a marker in the progression of HIV-infection in a pediatric population. And therefore, studies should be conducted in order to evaluate the prognosis of this lesion in HIV-infected children.
Mycological investigation, demonstrated the presence of Candida spp in all LGE lesions. The patients were referred to their clinicians in order to choose the most appropriate antifungal therapy for each child and also received oral hygiene and dietary instructions. Those with dental needs were referred to the pediatric dental clinic of the same university. After the use of topical antifungal treatment (Daktarin® oral gel -Miconazole) for 7 days it could be note the regression of all lesions. Patients were been under periodically follow up for maintenance of oral health for 8 years. During this time, patients were introduced for antiretroviral HAART therapy and were medically controlled.
DISCUSSION
In these six case reports, the fact that all patients presented typical linear gingival erythema lesions, which were resistant to conventional plaque-removal therapies, has lead to a microbiological investigation. This investigation provided strong evidence that LGE in HIV-infected children may be considered of fungal etiology, since Candida spp were isolated from all LGE lesions. These findings corroborate the study of Candida albicans was the most frequent species isolated, encountered in five of six patients, which confirms that such yeast is the main etiologic agent of mucosal candidiasis (RAMOS-GOMEZ, 1999). One patient presented a mixed culture of C. albicans and C. tropicallis, confirming the association of other species rather than C. albicans isolates with oral candidiasis (BAUMGARTNER, FREYDIERE & GILLE, 1996) . Another patient exhibited positive growth for Candida dubliniensis indicating that this species is also present in oral pediatric HIV seropositive population (BROWN ET AL., 2000; VELEGRAKI ET AL., 1999). In 2004, Portela et al. also demonstrated, the presence of Candida dubliniensis in subgingival sites of HIV-positive children, indicating that this species has emerged as another pathogen noted for its in vitro potential for azole resistance and its enhanced in vitro adherence to human buccal epithelial cells.
